Shaw and Melville: Bypertrophic Osteo-artltropathy rather more prominent than the right. All the lower teeth except a molar at the back have been removed. The alveolus is double or treble its normal size. A radiogram taken by Dr. W. Ironside Bruce shows a general enlargement of the horizontal ramus on each side. MALE, aged 32, was admitted to the Brompton Hospital with the following history: All his life he had had some cough, with scanty white expectoration, and so far as he could remember he has always been short of breath. His complexion has always been very blue, and of recent years he has noticed swellings of the ends of his fingers and his toes, and although he has not had definite pains in his wrists and ankles, he is liable to pains along the whole length of his arms and legs. He has been liable to severe attacks of bronchitis, and on several occasions has brought up small quantities of blood after coughing, the last time two weeks before admission to the hospital. He has noticed that both legs are swollen: this is due, however, in part to ichthyosis, but also to enlargement of the bones of the legs. There is no dropsy. There is no tuberculosis in his family.
rather more prominent than the right. All the lower teeth except a molar at the back have been removed. The alveolus is double or treble its normal size. A radiogram taken by Dr. W. Ironside Bruce shows a general enlargement of the horizontal ramus on each side. (November 10, 1916.) Case of Pulmonary Hypertrophic Osteo-arthropathy occurring in a Case of Congenital Heart Disease.
By H. BATTY SHAW, M.D., and STANLEY MELVILLE, M.D.
E. H., A MALE, aged 32, was admitted to the Brompton Hospital with the following history: All his life he had had some cough, with scanty white expectoration, and so far as he could remember he has always been short of breath. His complexion has always been very blue, and of recent years he has noticed swellings of the ends of his fingers and his toes, and although he has not had definite pains in his wrists and ankles, he is liable to pains along the whole length of his arms and legs. He has been liable to severe attacks of bronchitis, and on several occasions has brought up small quantities of blood after coughing, the last time two weeks before admission to the hospital. He has noticed that both legs are swollen: this is due, however, in part to ichthyosis, but also to enlargement of the bones of the legs. There is no dropsy. There is no tuberculosis in his family. Physical signs: He is somewhat under-sized, is clearly cyanosed, and shows a tendency to pigmentation, both localized and general. There is some bulbosity of the nose, and there is marked clubbing of the fingers; the phalangeal joints, especially the last ones, readily overextend. The same remarks apply to the toes. On looking at the wrists and ankles there is obvious enlargement, which appears to be due to enlargement of the bones. There is well-marked emphysema and slight bronchitis. There is no evidence of tuberculosis of the lungs on physical examination, and the sputum is free from tubercle bacilli. Examination of the heart reveals the presence of a murmur, systolic in time, heard at its maximum over the sternum on the level of the fourth rib cartilage: it conducts in every direction, and would appear to be due to a patent inter-ventricular septum associated with occlusion of the pulmonary artery. In all other systems the patient seems to be normal. The Wassermann reaction is negative.
iRadioscopic examination: There is increased translucency of the lungs, due to emphysema; the heart is irregular in shape, but not increased in size. The bones are increased in size, giving the appearance of general expansion both in regard to length and breadth. There are, however, none of the characteristic osteophytes, and only in one phalanx is there a faint shadow of periosteal thickening to be seen. The terminal phalanx of both thumbs is irregular and thickened. The distal ends of both radius and ulna appears to be irregular in outline, suggesting some sclerosis. Both tibia are curved, with the convexity forwards: the bone is denser than normal, and this is in marked contrast with a " control " radiogram (shown at the meeting). The bone is uniformly opaque, the contrast between the compact and the cancellous bone being absent. This is particularly evident at the head of the bone, where it has a felt-like appearance, suggestive of sclerosis.
COMMENT.
So far as we are able to ascertain, this case, which conforms so well clinically with the description given by Pierre Marie of the symptom-complex known as pulmonary hypertrophic osteo-arthropathy, is independent of any of the accepted causes of this symptomcomplex, such as lung disease, including tuberculosis of the lung, bronchiectasis, empyema, mediastinal neoplasm, chronic pneumonia, &c. It is also independent of acquired heart disease, or of the rarer associations of cirrhosis of the liver and chronic jaundice. So far as we know, mere emphysema does not carse this symptom-complex. We venture to connect the osteo-arthropathy in this case with congenital heart disease, making the second case of its kind in the experience of one of us. An identical case, A. C., was shown before the Clinical Society' by one of us (H. Batty Shaw) and Mr. R. Higham Cooper in 1907, the two cases constituting, so far as we know, the only two reported in the literature. The weakness of our contention is of course that the evidence is purely clinical, and that there may be some hidden pulmonary disease. That tuberculosis, however, was not the cause in the case shown in 1907 is supported by the fact that at the present moment she is free from that disease.
Very considerable interest attaches to the radiographic examination I Clin. Soc. Trans., 1897, xl, p. 259. of these two cases. As Dr. Stanley Melville has shown in the present case, there are no developments of loose-textured new bone under the periosteum of the long bones: indeed the only definite change is met with in the tibia, which is enlarged, and shows increased condensation of the compact and cancellous ti8sue. A similar, though less marked change is noted at the lower end of the fibula. Obviously these radiographic appearances, though definite and visible at the present day, also in the case A. C., shown in 1907, are not those met with in the more acutely developed osteo-arthropathy seen in cases where the lung is rapidly involved in disease-e.g., by rapidly growing sarcoma of the lung. The clinical manifestations admit of no contradiction that these two cases are examples of Pierre Marie's symptom-complex occurring in the unusual association of congenital morbus cordis. It remains, therefore, for us to give an explanation of the apparent want of newlyformed light-textured subperiosteal bone. The first explanation is the one offered by Dr. F. Parkes Weber, who sees in these two cases a special variant of Pierre Marie's symptom-complex as usually seen in lung cases, the formation of denser bone and the absence of lighttextured bone being associated with the long duration of the cause; the patient in our first case being now aged 30, and this second patient being aged 32.
Thanks to the observations made by Dr. Claude Gouldesbrough on the case A. C., in the year 1913, that is six years later than our first radiographic observations,' Dr. Parkes Weber's view is possibly confirmed, for in the earlier pictures less condensed new bone could clearly be seen beneath the periosteum, whereas Dr. Gouldesbrough was only able in 1913 to establish radiographic particulars identical with the present case. It is possible, though not very probable, as a second explanation of the radiographic appearances of these two cases at the present day, that in their earliest stages they did show the light textured subperiosteal deposit so well seen in the more familiar cases of acute lung disease, associated with Marie's symptom-complex. This, however, is a mere speculation, and we would prefer to adopt Dr. Parkes Weber's opinion, which would lead to the conclusion that when hypertrophic osteo-arthropathy develops relatively quickly, light-textured bone is thrown out under the periosteum of the long bones; whereas in cases like our own, where the condition develops durina a much longer period, the bone changes are characterized ab initio by greater condensation, ' Arch. of the RBntgen Ray, 1913-14, xviii, p. 208. both of new bone and of old bone. The occurrence of this second case encourages the introduction of the term " cardiac hypertrophic osteoarthropathy " as opposed to " pulmonary .hypertrophic osteo-arthropathy" to describe kindred cases.
Dr. F. PARKES WEBER: In both Dr. Batty Shaw's cases, the one shown to-night and the one described by Mr. Higham Cooper and himself in the Transactions of the Clinical Society of London (1907, xl, p. 259) , the bone changes (as far as they can be revealed by Rontgen rays) are so unlike those which occur in typical cases of " Pulmonary Hypertrophic Osteo-arthropatby" that, in spite of Dr. Batty Shaw's very clear explanation of his views, I would not admit either of the cases under that heading. I venture to suggest that both the cases are examples of a previously undescribed bony change (an " osteopathy"), in some way causally connected with congenital malformation of the heart and the secondary circulatory conditions and polycythaemia associated with it. I have, however, seen several adult patients with congenital malformation of the heart and chronic cyanosis (as in Dr. Batty Shaw's two patients) in whom no obvious changes in their bones were noted. It would be, perhaps, also advisable to take the Wassermann reaction in the patient shown to-night, because the appearance of his legs somewhat suggests the symmetrical change in the tibite which sometimes (though rarely) occurs as a late phenomenon in cases of congenital syphilis and which has been termed the "osteitis deformans "of inherited syphilis on account of its resemblance to Paget's osteitis deformans.1 I Cf. F. Parkes Weber, "A Note on Congenital Syphilitic Osteitis Deformans," Brit. Journ. Child. Dis., 1908 , v, p. 83. (November 10, 1916 Case of Indirect Fracture of the Right Patella and Direct Fracture of the Left Patella.
By PAUL BERNARD ROTH, F.R.C.S.
MRS. B., aged 41, presented herself at hospital on October 4, 1916, stating that on the previous day she had slipped on the curb and that, while trying to save herself, her right knee had suddenly given way under her. On examination there was found a transverse fracture of the right patella. On being questioned as to any previous accidents, she replied that she broke her left knee-cap eight years previously, but. had never had any treatment for it; she stumbled when going upstairs
